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Abstract  
A recent trend in health care is patient-centred health, but are health care organizations ready to cope with that 
change? Changes at the patient level are one aspect but there is a need for reshaping the organization of health 
care. There is a need to focus much more on prevention care, helping patients to cope and become better self-
managers, focusing on the patient process, working together and empowering patients. The aim of this paper is 
to gain a better understanding of the lack of sustainability over time in two patient-centred care (PCC) projects 
by using actor network theory (ANT) as an analytical framework. We use case studies from heart fibrillation and 
heart failure care organizations in a Swedish county council. The cases concern initiatives to achieve better 
interactions for these patients and organize care to become more patient-centred. Both initiatives have now been 
partly abandoned in the organization, although research and guidelines recommend such care organizations. 
The analysis of the different actors dominating the translation process towards a PCC network and of the way 
they get together in networks reveals that this is a time-consuming process, taking place long after the initial 
training and PCC implementation activities. We discuss the temporality of stability, the reversible process with 
chimerical enrolments, and how a complex and changing environment demands constant re-problematization of 
PCC.  We also include how the understanding of the translation and negotiation process can influence decisions 
on allocating sufficient time and resources to the process. We shed light on the importance of understanding and 
managing the organizational change in a PCC project and thus also of when to implement patient-centred e-
health solutions. 
Keywords  
Patient-centred care, Change management, Heart failure, Cardiac fibrillation, Actor-network theory, Information 
management, Case studies. 
INTRODUCTION 
This paper investigates the conditions for introducing organization changes and new ways of working in a health 
care organizational setting. Recent developments such as patient-centred care (PCC) initiatives, often connected 
with e-health solutions, present challenges to health care providers. There is clear evidence that there are 
potentials for great benefits from such efforts, but getting them to work in practice and remain sustainable outside 
research projects or within special initiatives has proved harder. Our interest in this matter was the observation of 
two PCC change initiatives within a county council in Sweden that were considered success stories within and 
outside the organization, but that had later to some degree reversed into a more traditional care organization. In 
both cases, all the factors for PCC delivery to the patients were fulfilled, but the organization did not succeed in 
making it sustainable over time. In this paper we would like to shed light on the organizational issues to gain a 
better understanding of the lack of sustainability over time in the two PCC projects by using actor network theory 
(ANT) as an analytical framework.  
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Organizational issues of patient-centred care  
To better understand the conditions for PCC initiatives (see Holmström and Röing, 2011, for a review of the 
content of PCC) we review some organizational perspectives on the concept. Sherer et al. (1993) defined PCC as: 
“design of patient care wherein institutional resources and personnel are organized around patients rather than 
around specialized departments”. Wagner et al. (1996) also mention the importance of explicitly planning the care 
and, rather than focusing on patient events by using evidence-based guidelines, reorganizing care with the focus 
on primary care as the continuing contact (planned follow-up), by helping patients to become self-managers of 
care and clinical expertise by increasing the expertise of the generalist provider as well as supporting patient 
management information systems like building up a registry of the patient population. The main barriers they 
found were the existence of a traditional care organization surrounding the visit, not using non-physician 
personnel, having a poor knowledge about supporting patients in learning, and lacking organizational and 
information management skills as well as incentives. From another perspective, Charmel and Frampton (2008) 
argue that a there must be a solid business case behind PCC. To make a PCC project work there has to be plan for 
how to lower costs and increase market shares. To succeed with PCC initiatives, Luxford et al. (2011) argue that 
it is necessary to have an organizational-wide approach to change, rather than a clinical perspective. PCC takes 
long to assimilate in the organization and needs strong long-term leadership, sustained communication, a focus on 
staff incentives and active patients, regular measurements, adequate resources and a culture of change and 
learning (Luxford et al. 2011). All these perspectives on PCC indicate a complex situation in a complex context.  
An actor-network theory approach 
The complex situation of PCC is quite similar to that of evaluating the impact of IS in health care quality (Lau et 
al., 2007, 2012, Greenhalgh and Stones, 2010). What remains to be better understood are organizational issues 
surrounding implementations in health care settings, but these have as yet not received adequate research 
attention (Cresswell & Sheikh, 2012).  Organizational issues concern what actors (from an ANT perspective) in 
the organization do, like performing tasks in business processes, and changing them means changing the actors’ 
activities, interaction, communication and information systems.  
Increasing PCC means that actors in clinical processes will have to change their activities to some extent, but 
actors are not only individuals acting in their professions, because there are also organizational contexts 
(networks) acting and influencing activities and the process of change (Latour, 2011). The process takes place 
where the practices are maintained as well as where they are changed by actors enacting this context. So what 
makes things change in an organization? Actor-Network Theory (ANT) provides the analytical tools for better 
understanding how and why this happens (Montgomery and Little, 2011, Greenhalgh and Stones, 2010, and 
Orlikowski and Scott, 2008), and is especially valid in the context of health care (Wickramasinghe et al., 2007).  
An ANT perspective on PCC and its operating properties is like an actor in interaction with other networking 
actors. Such actors may be colleagues or supervisors but also “non-human” actors, such as infrastructure, 
operational procedures and information systems (Latour, 2005, Walsham, 2001 and Hanseth and Braa, 1998).  
From an ANT perspective, Sherer et al. (1993) provide concepts for interessement implying that PCC is where 
resources are organized around the patients instead of in specialized departments. But, as Charmel and Frampton 
(2008) argue, PCC requires a solid business model to lower cost and increase market shares. All these 
perspectives on PCC indicate a complex situation in a complex context. The situation is quite similar to that of 
evaluating the impact of IS in healthcare quality (Car et al., 2008, Lau et al., 2007, 2012, Greenhalgh & Stones, 
2010, Cresswell & Sheik, 2012). What remains to be better understood is that “[o]rganizational issues 
surrounding implementations in healthcare settings are crucially important, but have as yet not received adequate 
research attention.”(Cresswell & Sheikh, 2012). Organizational issues concern what actors in the organization 
do, like performing tasks in business processes, and changing those means changing the actors’ activities. Actor-
network theory gives us analytical tools for better understanding how and why this happens. Increasing PCC 
means that actors in clinical processes will have to change their activities to some extent, but since they are not 
only individuals acting in their professions, there are organizational contexts acting and influencing activities 
and the process of change. The process is where the practices are maintained as well as changed by actors 
enacting this context. So what makes things change in an organization? In this paper, the argument is that it is 
the process of establishing or re-establishing interpretative frames, and that they are constantly moving. 
From the perspective of the individual, PCC is about ascertaining how patient-centred care can be integrated into 
the actors’ specific organizational processes, so as to be included in their mental models. Less apparent are 
questions of how social environments influence translation, and what environmental conditions constrain or 
support change initiatives (cf. Chang, 2010, and Seligman, 2006). The image of the network is central and what it 
means to society, organizations, operators and machines are all effects generated in the networks and patterns of 
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various, not always human, material (Law, 1992, and Latour, 2011). Actors in networks are not merely the sum of 
several relationships, but every relationship also takes place in the context of other relationships. The result of a 
relationship does not only depend on its own content, but also of other relationships in the network. Relationships 
are not static but evolve over time in repeated interactions. Any technological artefact is dependent on a network 
that supports its use. The study of actor networks concerns how social consequences are built into the innovation 
and how “truths” about the impact of PCC, for instance, are negotiated and socially constructed (cf. Latour, 
1991).  
In Actor-Network Theory (ANT) central concepts include actor, network, problematization allies, translation and 
enrolment. An actor-network framework was used to understand the encounters between key actors and the 
networks involved in the two projects (cf. Cho et al., 2006). The key episodes of change were analyzed in order 
to understand the process of translation. The main concepts we used for illustrating the translation process were 
problematization, interessement, enrolment and mobilization (Callon, 1986). Problematization is the initial 
process whereby some actors or networks identify a problem and initiate a new network. Interessement is where 
the actors identify allies, i.e. other important actors/networks that have to be enrolled in order to proceed to 
establish the network. With the allies mobilized the network gains stability and is no longer questioned by the 
actors in the network. 
Method 
We conducted interpretive qualitative case studies (Orlikowski and Baroudi, 1991, and Walsham, 1993) that are 
based on retrospective interviews and documentation of the process of change within these two cases of PCC 
initiatives. To understand the lack of sustainability we used the following questions: How is the new PCC 
network established in the existing networks of care? What are the networks in which the dominating actors in 
the two PCC projects exist? Why is the new PCC network not sustainable? To direct our attention we used PCC 
together with its organizational factors reviewed above when gathering our empirical material and as a starting 
point for discussing the outcome in terms of key networks for understanding PCC project implementations. A 
number of data sources, collected in the spring of 2013, were used as empirical material: 
* Retrospective interviews with five key people in spring 2013. On the Heart Failure project the project leader, a 
professor in nursing, was interviewed for two hours on the background, goals and activities of the project. A two-
hour interview was made with a primary care doctor and developer of primary care on the perspective of 
organizational development, on initiating the project in heart failure care and measurements. The leader of the 
Cardiac Failure project, a professor in nursing and a practitioner nurse at the clinic was interviewed for one hour 
basic premises of the project and with another participating doctor and associate professor on the project in 
general. A one-hour interview was conducted with a participating nurse about activities and experience with 
patients. On all occasions notes were taken and recordings were made. In addition, e-mail interviews were made 
with four primary care unit leaders on the current status of heart failure nurses in primary care units. 
* Documents and written sources. These include the reviewing of reports, research articles, master thesis, general 
care plan, documentations and written material produced during the project. 
* Participant observation 2008-2010. During the CF project the authors were able to observe and interact with 
the research team and make their own observations of major events that play a role in the interpretations and 
analysis of the development of an understanding of its processes and outcomes. Experiences and results of the 
currently successful HF case have also been presented and discussed among the research team during that period.  
EMPIRICAL MATERIAL: TWO CASE STUDIES 
The two case studies selected took place in the care of heart failure and cardiac fibrillation within a local region in 
Sweden, which consists of one public hospital and both public and private primary care units. The public county 
council is tax-funded and responsible for providing high quality and cost-effective care to the citizens. The public 
and the private units act under the same regulation policy and are similarly influenced by the political and top 
management financial control of the county council, whereas the private ones have the freedom to choose how 
they conduct care as long as they meet the minimum criteria set up by the county council.  
Developing a specialist heart failure reception in primary care 
This heart failure reception project began at the end of 1999 as a result of an initiative that aimed to give 
suggestions for improving heart failure care. The group observed that many patients were diagnosed at the 
hospitals when coming in with acute symptoms, but that many of them (fewer than half of the diagnosed patients) 
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did not receive satisfactory care compared to evidence-based medicine recommendations in diagnosing with 
UKG and giving ACE/ARB medicine to heart failure patients (Table 1, 1999). A new initiative was started in 
2000, aiming at improving care for this group of patients. An expert group produced new local guidelines for both 
physicians’ medical treatment, nursing care and self-care. At the time fairly new medicines and new strategies for 
diagnoses had been recommended. Studies had also shown that nurse-led receptions improved survival and self-
care behaviour in the patient and caused fewer re-admissions to hospitals (Strömberg et al. 2003). The local 
health care management allocated specific funds to establish HF receptions in each primary health care unit. 
Special nurses with competence in the HF area were to have a certain number of hours per week dedicated to 
working with HF patients. The focus was on creating a structured process of contacts with the patient, organizing 
a number of revisits to strengthen the understanding and determination of patients for self-care and proper daily 
routines. The purpose was to move care from hospital to primary units and to reduce the number of emergency re-
admissions to hospital in the long run. The project was headed by a special HF nurse with a strong commitment to 
and research experience in this particular aspect of HF care. His main focus was to create a higher level of well-
being among the patients and decrease their tendency to worry. This research showed how patients and relatives 
could gain a better life quality by improving their self-treatment and understanding (Mårtensson, 2002). 




The project started with the recruitment of primary care units. All 13 units were approached, and two persons, 
one nurse and one doctor, were invited to a number of educational meetings. The meetings, which were held 
over a period from 2000 to 2006, were intended to disseminate knowledge on treatments and methods and to 
create a greater interest in the subject in general. It largely proved very important to keep up an active discussion 
among the participating nurses to ensure that they stayed active. The nurses in the primary care unit were able to 
work closer with “their” patients, get to know them and provide personalized support. Their personal 
commitment created a natural contact point, which could be used by patients or their family. Initial problems 
were experienced when the nurses were just set up as possible resources who doctors could advise their patients 
to visit. Some doctors did and some did not. Those who did start to use this service found that the nurses could 
relieve them in following up the titration of drugs, something that was fairly time-consuming for the doctors. 
The issue of work planning at the units was important for the degree of activity, because if the nurses were just 
given hours when needed, less tended to be achieved. One solution to achieve stability was to create time in the 
weekly schedule where the nurses were given free hands to work directly with the patients they knew and to take 
more personal responsibility for the planning generally. The outcomes of the efforts were positive. About 50 % 
of the primary units handled more patients in comparison with the previous situation. More of the patients 
received the right medication, which was a clear improvement. A higher number of patients also received the 
proper method of diagnosis, UKG (see Table 1). This was also due to increased competence among primary care 
physicians when it came to titrating the medicine. An improved diagnosis procedure also contributed with a fast-
track ultrasound of the heart to shortening the time from sometimes 4 months to a maximum of 2 weeks.  
The earmarked funding was later on incorporated into the general budget of the primary care units. Without this 
incentive, the activity dropped at some units, and the HF reception was less active in all of them. As of today, in 
2013, 8 out of the present 22 units have a part-time HF nurse, a service which they communicate to patients. The 
number of units has increased in this region as the result of a privatization campaign conducted in 2010. Nurse-
led heart failure receptions are not included in the list of minimum requirements. Today a new project has been 
initiated focusing on lowering readmission after hospitalization, giving extra funding to nurses for almost a year 
in both primary and hospital care to ensure patients a better care including structured follow-up calls. This project 
is not connected with the former one but gives nurse-led receptions a new focus.  
Establishing a structured process for patients with cardiac fibrillation 
This project aims to create a better situation for patients with cardiac fibrillation (CF). It was funded within a 
research project and was active during 2008-2012 but did not continue when the research period ended. A senior 
nurse/researcher and a senior physician/researcher in the CF area headed the CF project. They had observed that 
the situation for this type of patient is generally rather stressful (cf. Dalteg et al., 2011). It often starts in the 
emergency room, where conditions are not top priority, and from there the patient is later on directed to the CF 
care unit. After the treatment has been performed, the patient is dismissed together with a certain amount of 
Treatment 1999 2006 2009 2012 Target 
UKG 45% 65% 81% 76% 80% 
ACE/ARB 53% 71% 83% 81% 80% 
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information material. Only 25% of the cases are successful, and readmissions are common. Although the patient 
often experiences great anxiety during this process, there were no real follow-up activities after the hospital visit. 
The project aimed at both creating a reception for the CF patient that handled the whole hospital process and at 
providing care for patients after hospitalization. Two CF specialist nurses and two specialist doctors created a CF 
reception organization. What the process involved was that, as soon as the emergency staff diagnosed patients as 
having CF, they should be transferred to the reception. At the reception the CF patients were able to go through a 
fast-track care, which possibly reduced the time at hospital by half. The team-based nurses and the doctors then 
handled the patient throughout the process in hospital and afterwards. The post-hospital support consisted of 
meetings offered to the patient, the first taking place after 4-5 weeks, when they were given time with both nurses 
and doctors. After this, opportunities to attend follow-up meetings were offered, first 3 months later and then after 
12 months.  
There was extensive research associated with this project. One physician and two nurses completed their PhDs in 
connection with it, focusing on understanding the patients’ situation at home, their meetings with physicians and 
the intervention project. During this period nurses at the clinic also completed a bachelor and a master thesis in 
nursing, using the data they had collected. As they felt this was necessary in order to understand the research 
language they took advantage of using all the data they themselves had gathered. Other disciplines, such as social 
science and informatics, were also associated, but no co-authorships across the disciplines were produced. The 
outcome of these efforts was measured, showing positive effects in patients’ life quality. The nurses also 
developed their own learning, using a critical incident technique to gain a better understanding of factors for 
starting CF.  
The main driving force of this project was to create a working conversation and dialog with the patient. In this 
respect, the project was very much patient-centred. A key goal was to give the patient the time and the 
opportunity to work together with a nurse on the diagnosis to create a personal understanding. The idea behind 
was that the better the patient understands the CF condition, the easier it is to cope with the situation, which in 
turn leads to less anxiety and possibly to feeling better (despite the CF condition). Possibilities were also given to 
continue the treatment in this direction using cognitive behaviour treatment, where the patient learns to deal with 
upcoming problems. The project was not continued as a regular part of the hospital’s activities. The reason for 
breaking off the project was that no funding could be directly tied to treatments of this type. This could be seen as 
a general problem in nursing and patient-centred care activities, as these involve softer measures and the effects 
take longer to prove. There is a clear need to create a better process and structure for how to build a solid business 
case for these types of efforts, including methods for making evaluations.  
ANALYSIS: ACTORS, NETWORKS AND TRANSLATIONS 
Both initiatives, although slightly different in nature, were successful in their own right. Still, at the same time 
they did not manage to become sustainable in the long run. The care was organized around the patients (Sherer et 
al., 1993, Robinson et al., 2008), including the use of evidence-based guidelines, plans for visits and educational 
programmes with the focus on non-physicians and primary care and access to clinical registry and organization-
wide information systems (cf. Wagner et al., 1996). It seems, however, to have missed the long-term 
organization-wide approach involving continuous top management engagement (cf. Luxford et al., 2011). Even if 
the fates of these projects seem to be sealed by a financial decision, there is a complex web of interacting 
networks behind the outcomes. One way to understand this, we argue, is to explore the different networks that 
exist in the health care organization and are active in the translation process. We therefore wish to give an 
account of the key actors and networks that are identified as important in different episodes that lead to this 
outcome. “To be self-contained – that is, to be an actor – and to be thoroughly dependent – that is, to be a 
network – is to say twice the same thing” (Latour, 2011, p. 801). The actor is the person who is able to transform 
a network or the relationships between actors and networks (Callon, 1986). To find the network is to look for its 
intermediaries, classified by Callon (1986) into four main types: texts, artefacts, humans and money.  
 Medical evidence and research network. Evidence-based research uses a text-based intermediary and 
is a driver for initiating change and receiving funding (money). It uses digital artefacts to produce and 
distribute the text, with the researchers functioning in both cases as key actors. However, in the CF case 
it can also attract too much attention and isolate the practice where it is conducted. It seems as if medical 
research has more power to sustain a change than nursing research, as in the HF case. The key to 
understanding the reason behind might lie in the difference between the medical and the nursing 
disciplines, which are both connected with how money is allotted and how easily success can be 
measured. 
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 Professional team network. In the HF project, humans played an important role, i.e. physicians, 
because they were the ones who were to recruit patients to the nurse-led reception. In primary care units 
where the nurse-led reception functioned well the specialist nurse and the doctor worked as a team. That 
seemed to inspire the other physicians and also involved more patients in the reception. At the units that 
did not work well, the nurses did not experience that they were receiving any patients from the doctors, 
and it was therefore hard to argue for the time and money needed to be spent on the reception. In the IT 
system, the doctors received the epicrisis from the hospital, and the hospital reception had a phone list 
for direct access to the nurses at the beginning of the project. In the CF project, the nurses claimed that 
they experienced the team spirit between them and the physicians that surrounded this project as unique. 
They built up trust and a “give-and-take” relationship that helped them to develop their understanding of 
the patient situation and to manage the care process.   
 The management and health economic network. The additional funding from the top management 
initiated activities and made it possible to uphold the receptions as long as the funding existed or the use 
of it was followed up. The problems with external funding, especially with research money, concern the 
inherent time limits and the difficulty of finding good ideas and developing good practices, as well as 
continuing so as to become part of regular operations. This was the case in both projects. Other problems 
indicated are those of creating organizational changes if there are no in-house resources for research and 
development. The project did not achieve the sustainability that was hoped for; the main reason, as 
claimed particularly in the CF project, being the lack of local management support. 
 Key human actors. Like many new ideas, these projects were driven by committed people with 
personal interests and experiences that compelled them to act. These are the ones who create projects 
(text-based project plans, guidelines), acquire funding, recruit more interested people, and generally 
move the issue forward. When they change positions or leave the organization and new people come in, 
the focus shifts to new areas. This was the case with the HF project leader, the original founder of the 
project, but also with the specialist HF nurses in the primary care, when they moved on or retired and the 
skills required to conduct the services were cut off from the team network, which caused the reception to 
cease.  
 Care organization networks. PCC initiatives focus on the patients and their care, and there is often, as 
in both our cases, a need for collaboration between different organizational units. In the HF project, the 
collaboration with the hospital unit and the primary care units was initially close. The hospital unit is 
today unaware of which treatment the patients receive when they are sent home and the primary care 
units take over the responsibility. In the CF project they depended on the emergency unit to identify CF 
patients coming in and send the patients direct to them. Although the organization was implemented in 
2008-2010, no hospital-wide information system (patient administration like PHR or COPE) that could 
have been a strong actor to enhance collaboration was mentioned as an important actor, or the system 
was already “blackboxed”. 
 Quality measurement systems network. There is a national level of quality measurement registers (a 
technical artefact) where all hospitals report their care and its effects on each patient. Today the focus on 
this system is on proper diagnosis setting and drug treatments, with which few primary care units are 
associated. For the primary care, HF treatment is followed up every third year, and all the results are 
available and communicated openly to all units so that they can compare their results with those of 
others. The treatment has been greatly improved during this period and reaches the goals for almost 
every unit. Not even here is there, however, any focus on non-medical treatment.  
 The drug industry and IT networks. Commercial organizations of various kinds are always important 
players for health care providers. However, when it comes to nursing and patient centricity, it is less so. 
The common reason is that the main interest of these organizations, i.e. selling various types of 
prescription drugs, is not directly involved. From an information management perspective, the use of IT 
tools to enhance communication with patients and decrease the quality time spent on each patient is 
almost non-existent in both projects. There were individuals (without a strong network behind them) 
who showed some initial interest, but these tools were not able to attract attention from the other 
networks.  
 Patient networks, Individual patients, patient associations and the general public are to some extent 
non-actors in these projects, in the sense that did not introduce any change (cf. Latour, 2011). They 
could have been a force in these projects but seem not to have been playing any real role there. Patient 
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associations might have been thought to exercise some influence on decisions, just as a public opinion. 
The apparent lack of involvement makes it hard to tell much about these possible important stakeholders. 
They are not aware of the projects or of their results, except for those who have been actively involved in 
the projects as patients. The individual patient has no network to demand any change or ways to compare 
different care possibilities if this is not offered to them.  
All these networks have been mentioned as important for understanding the PCC initiatives. Having identified the 
main actors, how can we then understand the translational and negotiation processes (Callon, 1986), the once 
successful receptions applying a PCC approach but lacking sustainability? To understand the process of change 
and its outcome it is necessary to understand how the actors translate the new network into the existing ones. 
Callon (1986) has analyzed the translation process as consisting of four stages: problematization, interessement, 
enrolment and mobilization. The stages should not be seen as individual steps but as a rather fluid process where 
the change could go back and forward between the stages.  
Endurable inscriptions mean temporal mobilization 
The HF project’s goal and missions may not be fully reached in the long term, but there are some lasting actors 
and networks stemming from the original project. In the HF case, there are still active receptions, even if some 
claim having difficulty in keeping it going as much as they are able to. There is a guideline/manuscript (Latour, 
1991) for the recommended care, but it is too weak to enforce action in all practice. The medical treatment has 
been greatly improved, which was one of the initial goals. As for the CF case, there is today no working 
reception, even if some individuals are active in trying to get it restarted. For those who have been involved it has 
been a learning process from which they have gained a deep understanding of the situation of the CF patients and 
published theses and research articles. Both projects have largely focused on gaining and transferring knowledge 
about the conditions and the care of the patients, which is an irreversible, but still very limited, effect in the sense 
that it will not be inscribed in the practice network, nor is it spread to other units. Both these projects have a PCC 
solution that involves a new network (a reception) to be established which is constantly in need of resources and 
is highly dependent on other networks to work properly.  
Viewing both cases over time reveals a highly reversible process. It existed for a time with many networks and 
actors enrolled and it became mobilized, but as soon as the attention of some actors or networks was drawn 
somewhere else, it reversed to a limited activity, and in the HF case it has experienced refocusing. There is a high 
level of temporality in the mobilization, and the actors lack durability in the network. The main actors are humans 
and they do not inscribe actions through time and space as a more materiality-based actor (e.g. an IT system) 
does, but the humans rather seem to encapsulate the network of activation and to take it with them when they 
leave. The patients, on their part, are newcomers and unaware of the different service options available to them. 
There have not been any real translations of the network receptions to the ongoing practice of care, and, as a 
network, it was just temporarily mobilized because it is always being questioned (Callon, 1991). 
Unconvinced allies lead to chimerical enrolments 
Both cases have proved that there have existed established reception networks. In the HF case, all of the primary 
units were enrolled, since they stated having an reception led by a heart failure nurse. Today there are not so 
many left, one has restarted and new units have been enrolled. In the CF case, the reception has in practice gone 
on for many years, but it is currently closed.  
In the negotiation part, the physicians in the HF case were persuaded, in the sense that they did not need to be 
convinced to be involved and by doing so gained a release in the workload of titrating and monitoring drugs. 
Gradually the need for or interest in release decreased, as other networks were established to ensure better care, 
and there were fewer efforts to uphold the nurse-led reception. In that sense, the physicians’ enrolment in the 
reception network was quite chimerical (in the sense that they seemed to be enrolled as actors or networks to the 
case, but that there were in fact other issues outside PCC that lay behind their enrolment), as they had not been 
convinced originally of its ability to produce better care, so their engagement was of a temporal character. This is 
to say that if enrolment takes place for other reasons than the main one, there is a great risk that conditions will 
subsequently change, and that those once enrolled were so on a chimerical basis only.  
Other allies that are also of a chimerical character are related to the additional money needed for projects. It will 
enable starting and recruiting other allies, but if there is no durability apart from what is provided by the money, 
these allies will disappear as soon as it has been spent. Hence, the network becomes nothing but chimerical, as 
with the CF case. A project that had a network of its own in research but not in management was not strong 
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enough to make the reception durable, even if the result of the research showed that the patients received better 
care. Unconvinced allies can work (cf. Callon, 1986) in the short run, but for changing programmes that rely on 
less durable actors, the chimerical enrolment will drop as soon as conditions change. Care plan recommendations, 
guidelines and research results will also constitute a chimerical enrolment because they are believed to have 
greater power to change things than what is the actual case. It is important to the problematization but does not 
have the power to make enrolments of its own.  
Narrow and chimerical enrolment means constant re-problematization 
The previous research studies and pre-studies in the HF case reveal a rigidity of problematization. The key actors 
involved used research results to problematize what needed to be done and were able to change care plan 
recommendations for the organization. The solution they were striving for was to set up a reception led by nurses, 
as research had confirmed that this improved patient care. It was a rigorous problematization within the network 
of nursing and medicine, but there has been a rather limited problematization of other solutions/alternatives from 
other networks. As in the CF case, the problematization concerned the experience of care and the lack of attention 
and research within this group of patients. The solution was that nurses were less expensive and that receptions 
had proved valuable with other patient groups (like HF). This needed to be tested and it turned out to be possible 
to receive research funding for the reception practice. The enrolment was rather narrow in the sense that for the 
HF receptions it seems to be focused on the individuals involved in the actual reception, whereas enrolments from 
the physicians was fairly limited. In the CF case, the focus was on the research project, which did not really enrol 
any other networks (management, development, IT personnel or emergency networks) or actors. Thus, when the 
research funding is consumed, as in the CF case and additional funding in the HF case, important actors move 
from the network, so re-problematization is required for new actors to enrol. This was the case with one of the 
primary care units that “re-started” the reception while the managers were totally unaware of the previous history 
of having a reception. Those  enrolled claimed that problematization had already taken place, and that they had 
invested  in finding allies and making the network work, and thus there was little understanding of the need to 
constantly reproblematize for all new actors or changes in the interest deriving from other networks. Instead of 
viewing the stages of translation (Callon, 1986) as a process with a beginning and an end, these cases illustrate 
the constant reproblematization that needs to take place. It rather becomes a dynamic process where all the stages 
of translation are involved constantly and which needs to be managed for a network to gain durability in the 
constant changing web of interacting networks, as “all translations, however apparently secure, are in principle 
reversible” (Callon, 1991, p. 150). 
CONLUDING DISCUSSION: ACTORS’ ACTIVITY – TRANSLATION AND NEGOTIATION 
Translation and negotiation form a time-consuming process, taking place long after the initial training and PCC 
implementation activities. This is of importance for understanding which effects and outcomes could be 
expected and when. An understanding of the translation and negotiation process can influence decisions on 
allocating sufficient time and resources to the process, and for a short initial starting period of PCC. This is in 
line with the finding that detailed competence about the health care process is of vital importance, as it indicates 
what resources are needed. The relationship between PCC and its reflection in translation and negotiation forms 
the core of this process.  
This paper has drawn on ANT theory for a better understanding of actors and their activities in PCC. Dominating 
actors and networks are found to be professional networks, management and health economic networks, 
individual champions, Q-register networks, care organization networks, drug and IT industry networks, patient 
organization networks, and evidence-based medicine networks. Through the process of negotiation and 
translation we have found that endurable inscriptions like in guidelines (text), knowledge (humans) or money are 
not strong enough to be actors in transforming a network and making it durable (cf. Callon, 1986). The technical 
artefacts were seen as a “black box” hardly mentioned in the interviews, but the interpretation is that it has 
worked as an intermediary for the traditional care process rather than for supporting the PCC. That a 
compromise focusing on the outcome, not the cause, in the negotiation may just lead to chimerical enrolment 
that reverses as soon as conditions change in one network. A network that has not been punctualized or “ black-
boxed”, as it is no longer being questioned, undergoes a constant translation process (Callon 1986), which means 
in practice that the knowledge and sense-making about patient-centredness in the care process always need to be 
problematized and reflected on.  
The application of PCC involves negotiations around sorting relevant from irrelevant meanings in order to reach 
shared understanding. Into this process comes knowledge for applying PCC as triggers for translation. The 
concept of networking (Greenhalgh and Stones 2010, Orlikowski, 2010, and Orlikowski and Scott, 2008) adds a 
more comprehensive understanding of the impact of reflection and translation. The negotiations and translations 
in and among actors take place in a context that is formative (Ciborra & Lanzara, 1994, Henfridsson, 2001) in 
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the sense of giving restrictions, as a formative context is constantly moving (Hanseth and Lyytinen, 2004). The 
empirical data indicate networking where actors and interaction are more visible (explicit), and thus making it 
into a verb, ‘networking’, rather than a noun, ‘network’. As stated by Hanseth and Lyytinen (2004), networks do 
not develop due to planned and controlled actions by some designers or developers, but rather in a process 
imbued with surprises, blockages, diversions, side effects and vicious circles, as well as inherent tensions 
between the need for PCC and locally situated practices. Situations where stabilization is believed to occur (and 
translation efforts decrease) can be just a temporal mobilization, and thus lacks long-term sustainability for the 
PCC network.  
An ANT perspective gives some guidance as to what conditions are important. A PCC framework acts in the 
networking, which shapes the routine behaviour of other networks (Greenhalgh and Stones, 2010, Orlikowski, 
2010, Hanseth and Bra, 1998, Leonardi and Barley, 2010 and Latour, 1992), and thus accomplishes sustainable 
changes. The ANT perspective supports the empirical findings, so that to be able to describe and analyze PCC 
requires extensive detailed insights into the healthcare processes concerned (Winman & Rystedt, 2011). Thus, 
one necessary but not sufficient condition in itself is that of deep insights into the domain area, so as to reveal or 
avoid chimerical enrolment from various actors. This seems to be most valid in complex situations like health 
care processes and PCC. The result illustrates the process of actors and actions for reflective translations and 
negotiations in PCC and health care quality improvement. An ANT perspective on the process gives some 
guidance to what conditions are important. PCC can also be seen as an actor in the networking that shapes the 
routine behaviour of actors (Orlikowski, 2010, Hanseth and Bra, 1998, Leonardi and Barley, 2010 and Latour, 
1992). In some cases, PCC is not a prominent actor and has no well-accepted arguments, nor is it very successful 
in negotiations. In other cases, PCC has been more fortunate (cf. Luxford, 2011). The PCC implementation 
process is where the practices are maintained as well as translated and negotiated by actors in this context. What 
then makes things change sustainably in healthcare processes? The argument here is that it is the process of 
establishing or re-establishing local theories and norms in the organization, which is constantly moving in 
reflective translation, rather than persuading negotiation among actors (Orlikowski, 2010, Orlikowski and Scott, 
2008 and Weick, 1995, 1957). This process may be more or less sustainable from a PCC perspective, in terms of 
argument strength, actors’ interessement, and arenas for convincing negotiations.  
This study identifies a set of implications for networking in PCC implementation processes and for sustainable 
changes. Conditions for this are to be found in the networking, in terms of translation, competence and 
interpretative frames (Seligman, 2006 and Ciborra et al., 2000). PCC implementation is like a re-translation of 
earlier experiences and, deepening the understanding, reflected in a new way of understanding and using new 
concepts for doing this (Orlikowski, 2008, Weick, 1995, and Schon 1984). 
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